Patients admitted to a 30 bedded acute geriatric medical ward in 1993 were followed up to discharge. The admission rate on weekend days was half that for weekdays. Six percent of ward discharges occurred at weekends, over half being due to death. Respiratory, cardiovascular and central nervous systems disorders were the commonest reasons for admission (56%) and death (73%). Greater emphasis should be placed on discharging patients at weekends.
INTRODUCTION
In recent years geriatricians have become much more involved in the immediate care of acutely ill elderly people." 2 A recent survey of general medical admissions found that approximately 25% of cases were aged 75 years or more.3 While geriatric medical units cannot cope with all acute medical illness in elderly people, they deal with a significant proportion."4 In 1991 we opened a 30 bedded acute medical ward for elderly people (aged . 65 years) on a teaching hospital site. Patients are accepted directly from the general practitioner (during normal working hours) and the accident and emergency department (at all hours), excluding those with a suspected acute myocardial infarct or a gastro-intestinal bleed. Admission and discharge patterns to the acute geriatric medical ward were studied.
METHODS
Data was collected retrospectively on admissions to the acute geriatric medical ward from the 1st January to the 31st December 1993, with follow up to discharge. Age, sex, abbreviated mental test score (for survivors only),5 length of stay, main diagnosis causing admission, outcome of the admission and cause of death were recorded. Main diagnoses were classified into systems. If no underlying cause was found the diagnoses of falls and poor mobility were classified under the locomotor system. If the presentation was confusion and no precipitating cause was found, it was classified under psychiatric. To compare the age structure of general medical admissions with acute geriatric medical admissions the number, age and bed-days used by patients aged 2 45 years in general medical wards in the Ulster Hospital was obtained for April to October 1993.
The data were analysed using Chi-squared, unpaired t-tests, regression and ANOVA.
RESULTS
There were 666 admissions to the acute geriatric medical ward in 1993: 81.2% of admissions were from home, 13.2% were from private nursing homes and 5.6% were from residential homes. Five patients remained for continuing care, 661 were discharged. Seventy percent of patients were female. The average age was 80.7 years for males (95% confidence intervals [CI] 79.8 to 81.6) and 81.5 years for females (95% CI 80.9 to 82.1, NS). The average length of stay was 18.3 days (95% Cl 16.5 to 20.1). There was no significant association between the length of stay and the abbreviated mental test score. In the general medical wards between one quarter and one third of patients were aged 75 years and over (Table 1) . (Table 2, Table 3 , Figure 2 ). 
DISCUSSION
The mean length of stay for patients in the present study of 18.3 days compares favourably with 24.1 days and 18.5 days reported from the Belfast City Hospital for elderly patients in acute geriatric and general medical wards, respectively.4 While the majority of patients were discharged directly from the acute ward, some, who required extended rehabilitation or nursing home placement, were transferred to rehabilitation beds in the unit. Of the 666 patients, 62% were discharged within 14 days and 88% within 31 days. Respiratory tract disorders were the prime cause of admissions (25%), reflecting the acute nature of the ward. While the present study did not show a significant association between length of stay and the abbreviated mental test score it is known that the medical cause for admission is the main determining factor for length of stay of elderly people.6 In the present study patients with central nervous system disorders had the longest length of stay, nearly twice that of patients classified under 'psychiatric'. Only 5 of the 666 admissions required continuing care in hospital, the policy being to discharge people home or to other institutional care unless they required continuing, regular medical or nursing intervention. Some patients require continuing care for social, psychological and family reasons.
Once patients have been assessed as requiring care management they have to wait in hospital until placement, bed provision should allow for this.
There was no evidence to suggest that illness and admission to hospital were dependent on the day of the week. The present study showed that the discharge of elderly patients was mainly planned for weekdays when transport home and availability of domiciliary services ensured safer discharge. The fall in the admission rate at weekends may be linked to the failure to discharge patients at weekends. Although the day of discharge has not been noted in other studies of acute medical admissions of elderly people ",4 it is likely that a similar pattern of admission and discharge occurs in many geriatric medical units. In the current climate of efficient use of resources the inappropriate admission of elderly patients as general medical outliers at weekends demands an increase in planned discharges from acute geriatric medical wards at weekends. This will mean that transport to home must be available if required and local health and social services must provide adequate domiciliary care and support services at weekends. Consultants should actively encourage weekend discharges provided home-care and transport to home is safe. To enable shorter stays the possibility of therapists and consultants continuing normal weekday patient-management at weekends should be considered. At present only nursing staff provide a full seven day service.
